ABSTRACT
INTRODUCTION
Colorectal cancer was the third most common cancer found worldwide. Globally, colorectal cancer was occured in 9.5% and 9.3% of men and women, respectively, from all cancer patients. 1 Europe was the region with the most colorectal cancer incidence. In 2004, there were 2,886,800 incidence and 1,711,000 death in cancer patients, where colorectal cancer was ranked the 2 nd most. 2 In Indonesia, colorectal cancer has a high incidence and mortality. 3 In 2002, colorectal cancer was the 2 nd most common cause of cancer in men and 3 rd most cause in women. 4 Many reports showed an increase incidence of colorectal cancer, while Indonesian Ministry of Health reported a 1.8 per 100,000 incidence in Indonesian population. 5 In most cancer, geographic variation was presence as a consequence of different social, economic, and civilization background mainly between developed and developing countries. 6 There were also difference among Western Countries and Indonesia in colorectal cancer incidence. In Indonesia, incidence was similar in male and female, higher in younger age, and about 75% of them was a rectosigmoid colon cancer; meanwhile in Western Countries, colorectal cancer was found mostly in male, older age, and only 50% have a rectosigmoid colon cancer. 3 Symptoms of right colon cancer is abdominal fullness, symptomatic anemia, and bleeding, while a left colon cancer present an altered defecation pattern, bleeding, constipation, and obstruction. 2 Histological findings were important as it would much influence the treatment and prognosis. 7 The most common histological findings were adenocarcinoma (90-95%), mucinous adenocarcinoma (17%), signet ring cell carcinoma (2-4%) and sarcoma (0,1-3%). 7, 8 Data also showed that mortality among colorectal cancer was about 50%. 1 This happened because colorectal cancer was asymptomatic at the early stage, so that patient came to physician in late stage and further curative approach was not optimal.
CASE ILLUSTRATION

Case 1
Patient came with chief complaint of bloody stool, soft consistency, once in a day, since two month ago. Patient also complaining pain in lower abdominal during defecation. There were no nausea and vomiting. Patient also felt fatigue and looks pallor. Four months ago, patient have similar symptoms so patient been hospitalized and have a blood transfusion. In physical examination, patients look mildly ill, GCS E 4 M 6 V 5 , good nutrition status, body weight 72 kg, body height 167 cm, blood pressure 120/80 mmHg, temperature 36,6 o C, with both conjunctiva is pale, and pain in left abdominal iliac fossa. A digital rectal examination showed a strong anal sphincter tonus, smooth mucosa, and no palpable mass. Pathology examination from biopsy specimen showed macroscopically a small white tissue, with macroscopic result of malignant epithelial cell in colon mucosa tissue forming an acinar. Pathologist conclusion is invasive adenocarcinoma with moderate differentiation.
Case 2
Patient complaining intermitten bloody stool since 5 month ago. There were also altered defecation pattern, soft stool, without any abdominal pain, but patient feels fatigue after defecating. Patient also complaining epigastric pain since one week before admission. Nausea and vomiting happened after eating food. Patient had a 5 kg-weight loss since 5 months. No history of herbal consumption, alcohol, nor NSAID. Patient's mother was having ovarian cancer. Physical examination showed a mildly ill, GCS E 4 M 6 V 5, good nutritional status, body weight 47 kg, body height 156 cm, blood pressure 120/80 mmHg, temperature 36,5 o C, no pallor conjunctiva, and no abdominal pain. Digital rectal examination showed a good anal sphincter tonus, smooth mucosa, and no palpable mass. Pathology examination from biopsy specimen showed a macroscopic small white tissue and microscopic a mucosal rectosigmoid tissue with group of malignant epithelial cell forming an acinar. Pathologist conclusion is an invasive adenocarcinoma with moderate differentiation.
Case 3
Patient with chief complain of intermittent bloody stool since 5 months before admission without any abdominal pain. There were also alteration in defecation pattern, with small stool like a 'goat stool'. Patient also complaining a weight loss although dietary consumption was normal as usual. There were no history of herbal consumption nor NSAID before.
Physical examination showed a mildly ill, GCS E 4 M 6 V 5, good nutritional status, body weight 62 kg, body height 157 cm, blood pressure 110/80 mmHg, temperature 36,2 o C, no pallor or icteric conjunctiva, no abdominal pain and mass. Digital rectal examination showed a good anal sphincter tonus, smooth mucosa, and a lobulated palpable mass with blood on handscoen after digital removal. o C, no pallor conjungtiva, positive bowel sound, palpable liver about 8 cm, timphanic percussion in Traube's space, and a palpable mass in left upper quadrant. Digital rectal examination showed a strong anal sphincter tonus, smooth mucosa, and a palpable lobulated mass with pain and tend to bled. Endoscopy examination showed an internal hemorrhoid, anular mass, fragile, tend to bled in rectum, suspect of malignancy. Later, biopsy was done and sent to pathologist. 
DISCUSSION
Cancer incidence in Indonesia was approximately 100 per 100,000 population. But, only 3,2% of cancer patient got a treatment in hospital. Nowadays, colorectal cancer was one of the most common cancer in Indonesia. Data from 13 cancer centers in Indonesia showed that colorectal cancer was among the five most cancer in both male and female. 9, 10 In most cases, there were a geographic variation on incidence, means that social, economic, and civilization status was having a role both in developed and developing countries. 6 The impact is on the different prevalent of colorectal cancer between Indonesia and Western Countries. In Indonesia, most colorectal cancer findings were similar in both male and female, younger age, with 75% among it was a rectosigmoid cancer. Otherwise, in most Western Countries, colorectal cancer was found higher in male, older age, and rectosigmoid colon proportion was 50%. 3, 11 From four cases above, the mean age of patient is 25-35 years old. The main symptoms are alteration in defecation pattern, bloody stool, uncomplete defecation, weight loss, and fatigue. All four patients undergo colonoscopy and a mass was found with characteristic of fragile and tend to bled. Only one patient having a malignancy history among family, and two patients have a history of smoking for more than 20 years. Based on literature, smoking was an independent risk factors for colorectal cancer. [11] [12] [13] [14] [15] The risk to develop colorectal cancer was increasing in older people, mainly in both male and female aged 50 years old or more, 1, 5 while only 3% of colorectal cancer found in patient aged less than 40 years old. 2 Fifty five percent of colorectal cancer was aged > 65 years old, 16 with incidence of 19 and 337 per 100,000 population for people aged less than and more than 65 years old, respectively. 2 This serial case present four colorectal patients aged less than 65 years old. There were no exact risk factor to develop colorectal cancer in this patients.
Further approach in all patient after colonoscopy was to examine a biopsy tissue taken during endoscopy. This was aimed to identify the cell type and planning further approach based on the result. Exact cancer stage is depending on histopathologic examination result and confirmed by surgical staging. Differ to other malignancy, tumor size was less correlated to colorectal cancer prognosis. Factors that affect prognosis in colorectal cancer is the depth of tumor penetration to colon wall, involvement of regional lymph node, and metastasis status. Several staging systems have been developed in last decade, but cancer staging system by Dukes in 1982 was still widely used because of its simplicity and acceptability. On the other hand, this system did not explain several important information for prognostication, such as vascular invasion, and histology and DNA differentiation of tumor cell. In Dukes Stage A, > 90% patients survive in 5 years. In Dukes Stage B, its survival rate was decrease to 60-80%. An involvement of regional lymph node (Dukes Stage C) reduce its survival rate to 20-50%, and if metastasis occur (Dukes Stage D), its survival was only < 5% in 5 years. Yet, TNM staging system combined to Dukes system that modified by Astler-Coller was recommended. [12] [13] [14] [15] [16] [17] Tumor located in transverse and descenden colon have a worse prognosis compared to ascenden and rectosigmoid colon. Patient with obstruction or bowel perforation have a worse prognosis than patient without it. 2 In first case, mass was found in transverse colon, so that this patient has a worse prognosis based on literature.
In this case series, all four patients were planned to undergo surgery. Surgery was a curative approach in colorectal cancer. This surgery was done by wide excision but try to preserve colon function maximally. [17] [18] Patients would be consulted to digestive surgeon after agreed by patient and family. Counseling and education was done to patient about the procedure and further treatment approach after surgery. After surgical resection, patients were planned to treat with adjuvant chemotherapy. Chemotherapy followed by tumor extirpation theoretically was increase the effectivity of chemotherapeutic agents. Chemotherapy was effective if given in a small number of tumor cell. Otherwise, there were several studies reporting a chemotherapy-resistant colorectal cancer case. Therefore, it is a challenging for physician to found risk factors of colorectal cancer development in order to both prevent and cure it in the future.
